Cumberland Family Dental
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We are pleased to welcome you to our practice. Please take a few minutes to fill out this form as completely as you can.
If you have questions we’ll be glad to help you. We look forward to working with you in maintaining your dental health.
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Patiznt Information cc Today’s Date Bfi:

Last Name: First Name: Date of Birth: / / Age:
K& (#4) (&) Eide=| A =] : FH8
SS#: - - Sex: Male __ Female Married ___ Single_ Minor___
V—v)beFxa)T4—EF ®a B = R hE5 &%

Guarantor: E-mail Address:

HEEH E-A—JLTRLXR

Home Address: City: State: Zip:

BE&Em

Home Phone: ( ) Cell Phone: ( )

BEEHF BEHER

Patient Employer/School: Employer Phone: ( ) Ext:
B/ F LT

Employer Address: City: State: Zip:

s

In cares of emergency BRaMDERKL:

Name: Relationship: Phone number: ( )

K4 E5[ES BHEES

Insurance Information/Exer s 7+4—as

Do you have dental coverage? Yes: No: __ * If no, please skip to the next section
WRRRZESFLTIN? =1 i BRLTHRWMESIRODERA~
Policy Holder’s Name:
WIREE KA
Relationship to Patient: Myself: ___ Spouse: ___ Parent: ___ Other: ___
2ELOBER B& ES # ZDiih
D.0.B. (M/D/Y): / / SSH: - -
BRRERER A B & Y=y exa) T —FS
Home Address (If different from above):

City: State: Zip:

HREEOBERM (EFEOEMEERLGLES)

Subscriber Employer: Business Phone: ( ) Ext:
HIRIEE BN TS 5L LT

Business Address: City: State: Zip:
s

Insurance Company: Group #: Subscriber ID:
Rig=tt TIL—T# ID#
Secondary Insurance: Group#: Subscriber ID:
E_RIFEH TI—T# ID#

Patients with dental insurance understand that all dental services are charged directly to the patient and that he or she is personally
responsible for payment of all dental services. This office will help prepare the patient’s insurance forms or assist in making
collections from insurance companies and will credit any collections to the patient’s account. However, this dental office cannot

render services on the assumption that our charges will be paid by an insurance company.
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REREHMROEFEVESE THRE. BIRLE-RIREEBERDOTHIUMIILOYNESETIREET,



Cumberland Family Dental
Medical History/se
Health problem that you may have or medication that you may be taking could have an important interrelationship with the

dentistry. Thank you for answering the following questions.

BEDEHEOKRE. RASATOEEE. TLULX—SDERIT. RETHRUGERARETILTETHEETT . T DIERIT HIPPAE AN FRRER)
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Primary Physician’s Name: Date of Last Visit:

FREDEH REDPEA

Office Number: ( )

BHEES

Has your physician instructed you to take medication prior to your dental visit? ------------======-=-—- Yes No

FREDQEENSERARICH-VIIRERADIERASATEI N ?

If Yes, what medication? Yes & Z = HIXZED £

For what condition? Yes L& Z = A LB HZEERBAL TS,
Have you had any serious illnesses or operations? Yes No
SETITKEGRI/NX ENHFHELIELHYFETH?

If Yes, Please describe. Yes & % F=A X ERBAL TEELY,
Have you ever had a blood transfusion? Yes No
SETICHMEZ T2 EABYET M ?

If Yes, when? Yes E& % = (3478 2
Do you use Tobacco? BiEshFEdh ? Yes No

If Yes, How much/long? Yes &% Z 1= [S2IEARMEIEF # £ BAL T,
Do you have or have you ever had any of the followings?
LTORBICON-1-BLHSD, FEREE>TVFETM?

AIDS/HIV+ HIV BB TA X oo Y N Hepatitis FF% Y N
Anemia #ifl Y N High Blood Pressure Bl ---------=----mmmmmmeev Y N
Angina FRIDVE Y N High Cholesterol Bl RFH—JL---mmermeemmmmev Y N
Arthritis/Rheumatism BEEi &) IIF —----mmmmmv Y N Jaundice #HE Y N
Artificial Heart Valves A LFH#4E --------------- - Y N Kidney Disease El#&® Y N
Asthma BE Y N Liver Disease RFfigi® Y N
Back Problem BHHNOEE Y N Migraine {REES& Y N
Blood Disease &M Y N Mitral Valve Prolapse {EH8F A —-----mmmmmmeeeemv Y N
Bruise Easily #¥ Y N Osteoporosis BHL&LSE Y N
Cancer #& Y N Pace Maker R—RZAA—F— -cemmmmmmmmmmcemmeceeeee Y N
Chemical Dependency FEMIKHF ------mmmmmmmmm- Y N Radiation Treatment MEHEEE —----mmmmmmmmmmm Y N
Chemotherapy 1bZ#&i% Y N Respiratory Disease FFIRSRMEE rrrooeeeeeeen Y N
Circulatory Problems {BIRZFEE - Y N Rheumatic Fever JmM T B —----ommmmmmeemmmmmeeeee Y N
Congenital Heart Defect S&XRMEDERSE - Y N Scarlet Fever L&5#I#: Y N
Cortisone Treatment JJLFYV Uik -------mmmmmmmm Y N Shingles KB Y N
Cough, Persistent TE#EEYERL -------mmmmmm-emmmmmoov Y N Sickle Cell Disease ##4K FRIMERFE R ---mmmmmmmmmmmv Y N
Cough up Blood HiMZE S ----mmmmmmmmmmmmmem- Y N Shortness of Breath B4 ------mmmmmmmmmeeeeeee- Y N
Depression F%&-& Y N Skin Rash or Hives %5 -CAFELA —----mmmmeeeemv Y N
Diabetes #EFRf" Y N Stroke HZEH Y N
Epilepsy/Seizures TAHMA Y N Swelling of Feet/Ankles R (&) D3 H --mmmmmemv Y N
Fainting/Dizziness K#eHFELY ----mmmmmmmmmmmmmmea- Y N Thyroid Problems FRARPREE —---oomermmmmeemee Y N
Glaucoma #HAE Y N Tonsillitis RHk% Y N
Heart Murmur IS Y N Tuberculosis #&#% Y N
Heart Disease 1LMigif& Y N Venereal Disease 14%# Y N
Hemophilia Mk Y N

<For Women/&4n A >

Are you pregnant or trying to get pregnant? {F R X (ZIFIRDFLNHYETH ? Yes No

If Yes, Due date. Yes &ZEZF-FIIHEFERD:

Are you nursing? BIHTTH? Yes No

Are you taking birth control pills? BT E%E8ATHET M ? Yes No




Cumberland Family Dental
Medications/ smx

Please list all medications you are currently taking (includes OTC medications, supplements, and herbs)
RERATHDBE, HTYAVM N—TFETLAL TS,

Medication FED£HI Dosage lRAE

Are you ALLERGIC or have you ever experienced any reaction to the followings?
EW. ZOMITHTEITLILE—ITDONT, KT 5HE0OTH- TS,

Acrylic 749 N Metals/Nickel €& Y N
Aspirin 7RE> N Nitrous Oxide % & FRE} Y N
Benzodiazepines (Valium, Halcion) RV CF7¥EY v Y N Penicillin/Amoxicillin "= Y N
Codeine a7 Y N Tetracycline 3494491 Y N
Epinephrine TEXR7YY Y N Sulfa Drugs $Lo7#l Y N
Erythromycin/Clindamycin TURAIA Y —mmmmmeeeeeeees Y N Other #nft Y N
Latex S7vHR(TL) Y N

Dental Ristory/wnse

Reason for today’s visit:

S AERL-EAR

Date of last dental care: Date of last dental X-rays:

BRICERZEEZHE=ORVOTTMN? REICEBELUN UERST-OENDOTIA?

Date of last teeth cleaning:

FEICEDY)—=UTEZ T =DIFNDTT N ?

Previous Dentist: Number:

LIRTDERIER BEES

Address: City: State: Zip:

fEfr

Please circle the appropriate degree response. %% 5AHFOTH-TESLY,

Bad Breath O & Y N Broken fillings/Teeth stsh¥yinstgEnst- Y N
Bleeding gums RSO H M1 Y N Frequent blisters OREMNTELT LY Y N
Burning tongue/lips &/BAEL Y N Clicking or popping jaw BEAXAYHILI=US NIV TS - Y N
Grinding teeth ®=ELY%ET 5 Y N Sores/growths in your mouth D@ M TEYAHZ - Y N
Tartar &R Y N Swollen Gums AN EN Y N
Loose Teeth ®#AKECHT S Y N Food collection between teeth DRI FEE S Y N
Stain wWOER Y N Crowding of Teeth i U ASELY Y N
Malocclusion W& &HEAEL Y N Gummy Smile Eot=FDEEER D RBAH ---nmmrmmemmmemmemmemmeee Y N
Sensitivity L#f=YEHERELD Y N
If Yes, please circle the appropriate condition. %23 5f&E# %O THA TIEELY,
Sensitive to hot = ZL\HLH& B Sensitive to sweets * HL\IH LA Sensitive to cold * &=L\ LA B

Sensitive to biting = MEIBEEIZED Consistent pain* L THCTHT o &L

Please circle the degree of sensitivity in the scale of 10. & DIZEF O THA TEELY,
None/#& < 0 1 2 3 4 5 6 7 8 9 10 —  Severe/UD&ELY



Cumberland Family Dental
How often do you brush?
ENBVDOEETHEZTEZLET M ?
How often do you floss?
ENSVOEETT UL IAREFENET H ?

Do you use an electric toothbrush? Yes No
BEEISVEFE>TLETM?

Are you satisfied with the way your teeth look? Yes No
CEAOEORBICHERINTWNET M ?

Have you ever considered bleaching, bonding, or braces for your teeth Yes No
WORITA=V T OBEICEEERSZELTTMN?

Do you have difficulty chewing food? Yes No
IS (BEE)THDIRANIELHYET M ?

Have you ever had gum surgery or deep cleaning? Yes No
WRARDABEEZTEDHYETHI?

Do you have a dry mouth? Yes No
ODHFMNERLOTNTTH?

Do you have any problems with local anesthesia? Yes No
BB T BEENHYETH ?

Does dental treatment make you nervous? No___ Slightly_ Moderately__ Extremely__
WRARICHT 2BHELAHYET M ? AYAV-EN )5 4 hE g

Is there any additional information you would like us to know?
ZOMERARICHLTCCEZZEHYETH?

Authorization

To the best of my knowledge, all of the preceding answers are true and correct. The information will be held in the strictest
confidence and it is my responsibility to inform this office of any changes in my personal and dental insurance status.

I, hereby authorize Cumberland Family Dental, 100 Galleria Parkway Ste 670, Atlanta, GA 30339, to use and disclose my health care
information. For example, the above mentioned dental care provider may use my health information for treatment or disclose it to
a physician, dentist or other health care provider for health care operations, and to my insurance company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services. |
understand that | have the right to gain access to my records, request corrections and an accounting for any unauthorized use of my
personal health information.

ClITERERH>THVNA—SUFERERIC. AOEFARICDECSAMOERBERVEREL, FLRREDITILVEFERT HITLH>TIIRIREH X
FRITAE RDBEAER-BEEREMYRDOIHAZESZAFT .
F=. BAOEANFREARTOAEL. STEADETHNITITEZERL, FAAKEREERASNEE. TORABROERLHLIBETHRLET .

X

Signature (If patient is under the age of 18, parent or guardian) Date

CER(BEHRMBERBNHERXTER. FEFVDEDNDTER) B

How did you find our practice? 45 =vo%EDKSIZLTHEHMYIZHEYELI=M?
___ Family, Friends etc #4+ (Name: )
__ Insurance Company £+t

______Advertisement L&

_ Website wxz7H9 1+

____ Other zot( )



